Malignant histiocytosis of the intestine has only recently been recognised '-3 and is being increasingly diagnosed with the aid of immunohistochemical techniques, especially in association with coeliac disease.4 As fresh tissue for immunological studies is rarely available diagnosis of this disease has relied on the recognition of variable morphological patterns and the confirmation of the presence of a-I -anti-trypsin (alAT), a marker of histiocytic tumour cells in paraffin sections.5 The histogenesis of malignant histiocytosis of the intestine has been sparsely documented. A study of the immunological, immunohistochemical, and cytochemical properties of the cells of malignant histiocytosis of the intestine3 included only three cases, with a limited frozen section immunohistochemical analysis on only one case. A recent study of histiocytic lymphoma showed phenotypic heterogeneity within true histiocytic malignancies, with results in some cases, suggesting differentiation of the malignant histiocytes towards specialised subsets.6 This last study did not include cases of malignant histiocytosis of the intestine. The pronounced morphological heterogeneity within the neoplastic cells of cases of malignant histiocytosis of the intestine suggests that a similar immunophenotypic variation may be present. In our study we used immunoperoxidase techniques, and a large number of antisera (both monoclonal and polyclonal) were tested on cryostat and formalin fixed paraffin embedded sections from cases of malignant histiocytosis of the intestine. The results were compared with those of a case of true histiocytic lymphoma.
Accepted for publication 21 August 1985 Material and methods Six patients were studied, five diagnosed cases of malignant histiocytosis of the intestine and one case of histiocytic lymphoma: all were positive for axlAT. CASE 
HISTORIES
Case 1 A 71 year old woman presented as an acute abdominal emergency following a three month history of diarrhoea, vomiting, weight loss, and general malaise. She had no noteworthy medical history. At operation, extensive tumours were seen throughout the jejunum and ileum. Histology showed the presence of multiple, often superficially ulcerated tumours composed of large malignant histiocytes with irregular nuclei, prominent nucleoli, and abundant eosinophilic cytoplasm admixed with scattered lymphocytes. The non-ulcerated lengths of small intestine showed partial to subtotal villous atrophy. Malignant histiocytosis of the intestine was diagnosed. She died within three months: necropsy was not performed. Case In cases 1, 2, and 5 there was either a history of coeliac disease, or villous atrophy was seen histologically. Case 3 showed only mild villous atrophy. Multiple deposits of tumour were present in cases 1, 2, 3, and 5. The histological appearances in each of these cases were similar, the tumours consisting of large pleomorphic cells with irregular nuclei and prominent nucleoli (Fig. 1) . Multinucleated forms were often present. In contrast, in case 4 only one tumour deposit was noted within the small intestine, and true villous atrophy was not a feature. Histology showed a rather monomorphic population of medium to large cells with irregular indented nuclei, small nucleoli, and small to moderate amounts of cytoplasm (Fig. 2) . Although this case was initially diagnosed as a centrocytic lymphoma, the subsequent strong paranuclear staining with alAT and the similarity with the less differentiated or blastic form of histiocytic lym- phoma, recognised by Isaacson and Wright,36 resulted in a review diagnosis of malignant histiocytosis of the intestine. True histiocytic lymphoma was definitively diagnosed in case 6 but only with the aid of immunohistochemical studies.
IMMUNOHISTOCHEMICAL STAINING OF PARAFFIN SECTIONS
All the paraffin sections were stained with various antisera that react with tissue fixed in formalin. Table  2 shows the results.
In all five cases of malignant histiocytosis of the intestine and in the one case of histiocytic lymphoma tumour cells reacted with alAT, although the intensity of the staining reaction between individual cells and the number of malignant cells staining within the specimens varied.
Only two of our cases showed staining for lysozyme in tumour cells (cases 1 and 2), and this is consistent with a previous report in which only a few cases of malignant histiocytosis of the intestine stained for lysozyme.5
The haemopoietic origin of the malignant cells was shown by reactivity with the leucocyte common antibodies. All six cases reacted strongly with Dako leucocyte common, a mixture of two monoclonal antibodies against different determinants on the leucocyte common antigen.9 F8-11-13, which recognises the high molecular weight form of the leucocyte common antigen,7 reacted strongly with three cases of malignant histiocytosis of the intestine (cases 3, 4, and 5) and reacted weakly with the two other cases. F8-1 1-13 did not react with the histiocytic lymphoma.
Five of the six cases reacted with epithelial membrane antigen (Dako), producing both a strong membrane and a focal cytoplasmic reaction. These findings are consistent with the observation of other workers who have shown reactivity of monoclonal antibodies against the human milk fat globule protein with histiocytic neoplasms and a proportion of cases of non-Hodgkin's lymphoma. FMC17, FMC32, and OKMl (Fig. 3) OKT8 -, OKMI +) was described.42 Although none of our specimens reacted with Leu7 when tested, the neoplastic cells in malignant histiocytosis of the intestine may possibly be related to such a cell expressing markers of T cell and macrophage lineage. Such an expansion of large granular lymphocytes, which were negative for Leu7 but positive for T and monocytic antigens, has been described in a patient. 43 Isaacson et al recently reported four cases of malignant histiocytosis of the intestine arising in coeliac disease, each of which showed a T cell phenotype. Three of these four cases also showed T cell receptor gene rearrangement.44 These findings, along with our results, strongly support the idea that malignant histiocytosis of the intestine is a T cell lymphoma.
When a panel of monoclonal antibodies was applied to cases of malignant histiocytosis of the intestine, we obtained results that revealed a diversity of phenotype expression within the tumour cells. These results show a mixed population of cells in malignant histiocytosis of the intestine, only a proportion of which expressed typical macrophage markers, while most tumour cells expressed T cell markers. These observations confirm the need for a critical re-evaluation of the histogenesis in this group of tumours.
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